vened in a case of complete heart block.
Two cases in whiclh there was no previous history of an cardiovascular lesion are described by Frothingham (6) and by Elliott (7) . The former was a case of a man aged 45 with no previous history of vascular trouble, who, while being driven in a taxi on a very hot clay (99°F), had a feeling of nausea with oppression in the epigastric region and lower portioni of stcrnum, xvith other symptoms characteristic of coronary thrombosis. TIhe electrocardiogram on the first day showed complete dlissociationi between the auricles and ventricles. Three days later it showed the P-R interval proloniged, S wave prominent lead 3, and T wave inverted leads 2 and 3. The following day complete heart block returned. Five months later physical examination was completely negative.
Elliott's case (7) was of a matn aged 46 who, during the course of an influenzal pneumonia, developed coronary thrombosis, pericarditis, and heart block. He states that arteritis is more commonly found in influenza than in any other acute infection, anid quotes from the literature substantiating this statement.
The following case is of interest, as it illustrates the association of heart block with coronary thrombosis occurrinig ini a man aged 34, with no previous history of cardiovascular trouble but a history of a mildl feverish attack resembling influenza.
The patient, imale, aged 34, a labourer an(l married, was admittecd to hospital oni 8th November, 19:30. Tlhere was no IhistorV of previous illnesses except measles as a child. His father died of cardiac trouble, aged 64; otherwise family history was good. Patient was a keen cyclist, and used to cycle over sixty or seventy miles each week-end. Two days prior to admission he had an attack which he put down to mild influenza. He complained of pains in his legs, dizziness, and feverishness.
On the morning of the 8th he was suddenly seized with severe epigastric pain radiating to the pra~cordium and associated with vomiting. He had slight dyspncea, but no definite smothering sensation. On admission he had a anxious look, slight cyanosis, tongue furred, and temperature 100, pulse 33. His heart was slightly enlarged, and pulsation was visible third left interspace. There was a loud first sound mitral area with a systolic murmur conducted towards the axilla. There were faint auricular beats audible during the long ventricular diastole. Pulse was regular, volume fair, arterial wall not sclerotic, blood pressure 120/40. There was no pulsation in the epigastrium. Liver enlarged and tender, spleen not palpable. Urine had a specific gravity of 1020, with a trace of albumen. X-ray of heart on the 23rd showed marked enlargement, especially auricular and right ventricular. Wassermann reaction was negative. On 19th December he complained of pain in the apical region, and on auscultation a pericardial rub was heard. This rub occurred at intervals for four weeks.
He was discharged after ninety days in hospital, feeling fit, and apart from a faint systolic murmur there was no abnormality detected. His blood-pressure did not show much variation during his stay in hospital, being 120/40 on admission, and 118/40 on discharge. His pulse rate increased from 33 to 72 in the first month, and later was slightly more rapid.
Treatment.-For the first month patient was kept absolutely at rest in bed, and was not allowed to move without assistance. He was given digitalis, m.x., q.q.h., with sod. cit., grs. xv for the first sixteen days, when he began to show early signs of digitalis intolerance. After this he was put on a strychnine tonic. The first few nights he was given morphia, gr. 1/6 hypodermically, and after this did not require any sedative. On discharge he was advised to take things easy and not to resume work for some months.
He reported on 12th October, 1931, and stated that he felt well, and had been doing light work without any feeling of discomfort. On examination, his bloodpressure was found to be 140/60. He had tachycardia, which was probably due to nervousness. A faint systolic murmur was still present, and his electrocardiogram was normal, except for inversion of the T wave in lead 3. Electrocardiograms taken at intervals show the gradual but steady change back to normal. Conclusions:-1. The ramus septi fibrosi (8) , which generally arises from the posterior circumflex artery, appears to have been the artery involved. This vessel supplies the bundle of His. The rapid improvement which took place is probably accounted for by the fact that such a relatively small artery was involved, the main musculature of the heart being uninvolved.
2. The first electrocardiogram was taken two days after the initial cardiac symptoms, and showed a two to one heart block. During these two days the pulse rate had in-creased from :3'3 to 50, so that one can conclude that the block was more severe oni the first day. 
